Dear Sir, The joint SNMMI and EANM guideline for small-bowel and colon transit [1] , the subject of a recent editorial, is an important step towards long-awaited standardization. We hope for similar efforts in other areas in nuclear medicine. One area that urgently requires unequivocal guidelines is diuretic renography in children, the approaches of the SNM [2] and the EANM [3] currently being different and often contradictory.
Dear Sir, The joint SNMMI and EANM guideline for small-bowel and colon transit [1] , the subject of a recent editorial, is an important step towards long-awaited standardization. We hope for similar efforts in other areas in nuclear medicine. One area that urgently requires unequivocal guidelines is diuretic renography in children, the approaches of the SNM [2] and the EANM [3] currently being different and often contradictory.
The recommendations of the SNM guidelines include the following. Intravenous or oral hydration and a maximal furosemide dose of 40 mg should be administered. A bladder catheter should be placed "when necessary". Acquisition should be performed using serial 15-s to 30-s frames with a 64 × 64 or 128 × 128 matrix for 30 -60 min. Low priority is given to late post-erect, post-micturition images. The background area remains undefined. The presence or absence of obstruction is based on either the T½ calculated from the descending slope of the diuretic curve (only on the F+20 study) or from the percentage of tracer activity that remains 20 min after injection of the diuretic, in relation to the activity at the time of diuretic injection.
The recommendations of the EANM guidelines include the following. Oral hydration in most patients and a maximal furosemide dose of 20 mg should be administered. Bladder catheterization is rarely if ever advised and can be replaced by a late post-micturition and post-erect acquisition. A zoom adapted to the size of the child is recommended, as well as an acquisition using 10-s frames. Background correction using the perirenal area is considered the best compromise. The T½ of the furosemide curve is not acceptable for evaluating washout: drainage should be evaluated, whatever the timing of furosemide injection, by means of quantitative parameters such as output efficiency and/or normalized residual activity. Poor drainage does not mean obstruction.
Joint guidelines would most likely clarify the discrepancies between the two approaches.
